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James Elton, Administrator

Wellspring Health & Rehabilitation of Cascadia
2105 12th Avenue Road

Nampa, ID 83686-6312

Provider #: 135094

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Elton: .

On May 10, 2017, a Facility Fire Safety and Construction survey was conducted at Wellspring
Health & Rehabilitation of Cascadia by the Department of Health & Welfare, Bureau of
Facility Standards to determine if your facility was in compliance with State Licensure and
Federal participation requirements for nursing homes participating in the Medicare and/or
Medicaid programs. This survey found that your facility was not in substantial compliance with
Medicare and Medicaid program participation requirements. This survey found the most serious
deficiency to be a widespread deficiency that constitutes no actual harm with potential for more
than minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
completion date for each federal and state tag in column (X5) Completion Date to signify when
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
be after the "Date Survey Completed” (located in field X3) and on or before the "Opportunity to
Correct” (listed on page 2). After each deficiency has been answered and dated, the administrator -
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by May 31, 2017. Failure

to submit an acceptable PoC by May 31, 2017, may result in the imposition of civil monetary
penalties by June 20, 2017.

Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

e How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

e What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

e How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place; and,

o Include dates when corrective action will be completed.

e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567. If a State Form was issued as well, it should also be signed, dated and returned.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMXS) if your facility has failed to achieve substantial compliance by June 14, 2017,
(Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not delay the
imposition of the enforcement actions recommended (or revised, as appropriate) on June 14,
2017. A change in the seriousness of the deficiencies on June 14, 2017, may result in a change
in the remedy.
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The remedy, which will be recommended if substantial compliance has not been achieved by
June 14, 2017, includes the following:

Denial of payment for new admissions effective August 10, 2017.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must
deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on November 10, 2017, if substantial comphance is not
achieved by that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other remedy is Warranted it will
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Nate Elkins, Supervisor,
Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder Street, PO Box
83720, Boise, ID 83720-0009, Phone #: (208) 334-6626, option 3; Fax #: (208) 364-1888, with
your written credible allegation of compliance. If you choose and so indicate, the PoC may
constitute your allegation of compliance. We may accept the written allegation of compliance
and presume compliance until substantiated by a revisit or other means. In such a case, neither
the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on May 10, 2017, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:
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~ http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

Go to the middle of the page to Information Letters section and click on State and select the
following:

BFS Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form .

- This request must be received by May 31, 2017. If your request for informal dispute resolution
~ is received after May 31, 2017, the request will not be granted. An incomplete informal dispute
resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626, option 3.

Sincerely, .
Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/I
Enclosures
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1D SUMMARY S8TAVEMENT QOF DEFICIENCIES ; 12} ! FROVIOER'S PLAN OF CORRECTION

WELLSPRING HEALTH & REHABILITATION OF CASCADIA

{28)
é}é‘tmx (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG ' REGULATORY OR LSC IDENTIFYING INFORMATION) R 7Y CROSS-REFERENGED YO THE APPROPRIATE - PATE
| . ‘ : PEFICIENGY)
K Q00" INITIAL COMMENTS ‘ K 0uo

Tha Facllity Is & single story Type V (/1)) strycture -
bullt In 1998 with an addition of 80 beds In March .
2001. The faclity |s sprinklered throughout with

_ smoke detection coverage in corrldars, steeping
raoms, and open spaces, The fagility is currenily

" llcensed for 120 SNF/NF beds, '

* The following deficiencies wera cited during the
annual firefife safety survey conducted an May 9
t-10, 2017, The facility was surveyed under the

LIFE SAFETY CODE, 2012 Editlon, Exlating
. Health Care Oucupancy, in astardance with 42
CFR 483,70,

. The Survey was conductad by:

Linda Chaney
Health Facility Surveyor

Fecllity Fire Safety & Construstion ' 325- Alcohol Based Hand Rub Dispenser,
K 325 NFPA 101 Aleohol Baged Hand Rub Digpenser . K325
88=F (ABHR) ' Maintenance Director and House Keeping
) D were educated on NFPA 32
. Algohol Basod Hand Rub Dispenser (ABHR) rectar were & Z.Ed n NFPA 325 on
ABHRs ars protected in aceordance with 8.7.3.1, | testing ABHR upon dispenser refill, May
Cunless all conditions ars met: 11,2017
¥ Corridor {5 ut Ivast & fast wids ,
* Maxlmum individual dispensar cap.aclty 15032 House Keepling Director educated staff on
‘ galions (Of.?a galn’;:ns In st}lites) of fluid und 18 ‘ process to test hand sanltizers upon refil
: S%ﬁ:;gnosar:v;a” ?g?; 2?’11inlmum of d-foat ~and documant completion. The units will
" horizontal spaclng ‘ be numbered and logged for each change
" Not mote than an sggregate of 10 gallons of " May 17,2017
fiuld ar 136 ounces aerosel ars used In a single :
' smoke compartment outside 4 storags cabinet, Quarterly QA meeting to review
- axpluding one individua! dispenser per rpom , .
“Storage in & single smoke cornpartment greater ° . Documentation Quarterly for completion
than 6 gallons complies with NFPA 30 of ABHR unit testing. Y‘Mv\ {1

[ARORATGRY DIRECTORS owownamsupﬁgy :EPRESENTA'IWE‘S SENATURE e ity DATE

Any daficlency statemant ;mi'l'ng i BN aadriek (") denoles o deficlency which the Institution may be excusad from correcting providing 1 15 detemiined that

other sateguards providesuffici’® prataciion {o the patients. (See natructions.) Exeapl far nursing hames, the findings stalad shove ara diaciosakie 0 days
following the date of aufvey wifdther of not & plan of carreation 1s provided, Fer nuraing hornes, the abovs findings and plans of cormection are disclosable 14
days fullowing the d +& documeris are mads avaliable ko the facTity, f daficlsncles ara ciled, un gpproved plan of corractlon fe raquisile lo continusd

pragram pariigipation,

FORM GNIS-2567(02.85) Previous Versiona Obsatela U7 Tevemp NGOBZY FaciiyIo MDS0U1200 If qontinustion ehest Page 1 of 13
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CENTERS FOR MEDIGARE & MEDICAID SERVICES : OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION {X8) DATE SURVEY
AND PLAN OF CORREGTION IPENTIFICATIDN NUMBER: A BULOIG 01 « ENTIRE BUILDING COMPLETED
135084 B WING 0511972047
NAME OF PROVIDER OR SUPSLIER BTREET AUDRESS, CITY. §TATE, ZIP CODE
2105 12TH AVENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF & t
SPRING HEALTH HAB [ON OF CASCADIA NAMPA, 1D 83586
{X4) I SUMMARY STATEMENT OF DEFICIENCIES : ID ' PROVIDER'S PLAN QF CORREGTION (M5}
PREFU. (EACH DEFICIENGY MUST BE PRECEDED BY FULL . PREF - {EACH CORRECTIVE ACTION BHOULD BE eaMPLETON

TAG REGULATORY QR L5G IDENTIFYING INFORMATIONM) TAG CROZE-REFERENGED TO THE APPROFRIATE
: REFIGIENCY)

K328 Continued From page 1 K328

- Dispsnsers are not instalied within 1 nch of an
ignition source

+* Dispensers over carpated floors are n

- sprinklared smoka compariments

. ABHR dogs not axceed 86 percent alcohal

- ¥ Operation of the dispenser shall comply with

* Section 18.3.2.6(11) or 18,3,2,6(11)

. " ABHR is protected against Inappropriate aocess

'18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 480, - ;
482, 483, and 485

. This STANDARD is not met as evidenced by:
Based on racord review, obesrvation and
intarview, tha facility falled fo ensure Alsaho|
Basad Hand Rub Dispenzers (ABHR) were
malntained ih accordance with NFPA 101, Failure
to test and doocurnant the operation of ABHR

" dispensars In aceerdanca with the manufacturer's

_care and use Instructions each time a new refillis .
ingtalled could resuit in inadvertantly spiling
flammable liguids, increasing the risk of fires.
This deficiant practics affected 8D residents, staff
and visitors on the dite of the survey. The facility
is licensed for 120 SMF/NF residents and had a
cansus of 69 an the day of tha survay.

Findings include:

. During the raview of facility inspection recaords
gonductsd on May B, 2017 from approximately
9:00 AN fo 1.00 PM, no recaords were aveilable
Indlcating ABHR dlspensers were tested in
gocordance with manufacturer's ¢are and use

" instructions when a new refill is insfalled. ABHR

- dispansera were obsarved throughout the faciity
and when asked, the Maintenance Director statad
the faciiity wasg not aware of the raquirement o
lest ABMR dispensers each time a new refill is
Instalied.

FORM GMB-2287(02-94) Previous Variina Obaglae Bvant 10 NSBoH Fachty 10" MOS001280
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- Actual NFPA standard:
NFPA 101

©19.3.2.8" Aleohol-Based Hand-Rub Dispensers,
: Aleahol-baged hand-rub digspansars shall be
. protected in accordance with 8.7.8.1, unless alf of
' the following conditions arg met:
(1) Where dispensers are Installed In & corridor,
the corridar shall have a minimum width of & ft
(1830 mm).
" (2) The maximurn Indlvidual dispenser fiuid
capacity shall be as follows:
(2) 0.32 gal (1.2 L) for dispensers I roorms,
corridors, and areas open to corridors
(b} 0.53 gat (2.0 L) for dispensers In sultas of
fooms
- (3) Whears aerosol contalners are usad, the
maximum capacity of the aercsol dispenser shalt
be 18 oz, (0.51 ko) and ahall ba limitad to Laval 1
. gerceols a8 defined In NFPA3QB, Gode for the
Manufacture and Storags of Aerosol Pragucts,
{4) Digpensers shall he separated from esch

" other by harizontal spacing of not less than 48 1n

(1220 mm).
. {5) Not more than an aggregate 10 gal (37.8 L) of

" glcohal-based hand-rub anhution or 1135 02 (32.2 -

ku) of Lavel 1 aeroecle, or 8 combination of

* liguids and Level 1 samsols not to axcasd, In
total, the equivalent of 10 gal (37.8 L) or 1135 ez
(32.2 kg), shalt bs In use outside of a storage

- gabinet in 3 single smoke compartment, excapt
as othenwige provided in 19.3.2.8(8).
{8) One dlspanser complying with 19.3,2.6 (2) ar
(3) per room and loeated in that roarm shall not be
included in the aggregated quantity addressed in

, 19.3.2.8(8),
(7) Storage of quantities greater than & gal (18.9
L) In a single smoke compartment shall mest the

STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (42) MULTIPLE CONSTRUCTION {%2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING 81 « ENTIRE BUILDING COMPLETED
138094 B WING 08740/2097
NAME OF PROVIDER OR SUPPLIER 8TREET ADDRESS, CITY, BTATE, ZIF GODE
8405 12TH AVENUE ROAD
WELLEPRING HEALTH & REHABILITATION OF GASCADIA
Q A MAMPA, ID 69838
X9 - SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 8)
PREFIX {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX . (EAGH CORREGTIVE ACTION SHOULD 8E CAMPLETION
TAQ REGULATQRY OR LEC IDENTIFYING INFORMATION) TAG . CROBE-REFERENGED TO THE ARPPROPRIATE DATE
) DEFICIENCY)
K328 Continued From page 2 K 328

FORM CN3-28G7(02-99) Pravious Veralems Qbenieia

Evanl ID: NGQUBR1

Famhlvld. MESaIZE0 If continuation sheet Page 3 of ﬂ
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STATEMENT OF DEFICIENCIES [X1} PROVIDER/SUPPLIERICLIA
AND PLAN DF CORRECTION IDEMTIFICATION NUMBER

136084

{A2) MULTIPLE COMBTRUCTION
A BUILDING 01 « ENTIRE BUILDING

B WING

(%3) DATE BURVEY
COMPLETED

U8l10/2017

NAME OF PROVIDER OR SUPPLIER
WELLSPRING HEALTH & REHABILITATION OF CABCADIA

STHEET ADDRESE, CITY, STATE, ZIP CODE
2108 12TH AVENUE ROAD
WAMPA, ID 83638

X SUMIAARY STATEMENT OF DEFICIENGIES
PREFIY (EACH DEFIGIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LSQ IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF GORREGTION

[1v] X5(
PREFIX . (EACH CORREGTIVE AGTION 8HOULD BE GOM;LETIGM
TAG CROS3-REFERENCED TO THE APPRORRIATE OATE

DEFICIENCY)

K328 Continued From page 3

requirsrnents of NFPA 30, Flammable and
Combustible Ligulds Code.
(8) Dlspensers shall not be natalled n the
following locations:
(a) Abava an ignitlon source withina 1 I, (25
mm) horizontal distance from aach side of tha
- ignitien source
(b} To the side of an ignition source withir a 1
I, (25 mim) horlzental distanas from the Ignition
+ BOUFCE
(c) Benasth an ignition soures within a 1 in.
{26 mm) verilcal distance from the ignitien source
(8) Dispengars nstalled diractly avar carpetad
floors shall ba permitted only In sprinklarad
smoke gompartments,
(10) The aleohol-based hand-rub solution shall
not excead 85 parcant alcohol content by volums.
- {11) Qperation of the dispenser shall comply with
the following oriteris:
{a) The dispenser shall not release lts
. conténts except when the dispanser (s activated,
aither manually or automatically by touch-free
activatlon,

anly whan an object 18 placed within 4 i, (100
- Tm) of the sensing device,

and left In place shall not cause more than one
activation.
{d) The dispenser shall not dispense more
solution than the amount raquired for hand
" hyglane congistent with label Instructions.
(&) The dlgpenser shall be designed,
. constucted, and operated in a mannear that

the dispenging davive is minimized,

{0 The dispenser stiall be t@sted In
acenrdance with the manufacturer's care and use
instructions each tme & new refill is Instalied,

{b) Any activatien of the dispenser shall ocour

(o) An objact placed within the sctivation zene

snsures that gecidental or maliciaus activation of

K 325.

FORKM CME-236T{02-96) Pravioun Verslone Obeciute Evant iD. NGRE

Factity (€ MDS001280 if eanlinustion shesl Page 4 of 13
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38+F .

Interior Wall and Cetling Finish
2012 EXISTING
Interlor wall and calling finishes, including
exposed interior surfaces of bulldings such as
fixed or movable walls, paritions, columns, and

" have & flame spread rating of Class A or Class B,
The reduction [n class of Intarior finish for a
sprinkler systern as pregetiped in 10.2.8.1 Is

. parmitted.

102, 18.3.3.1, 18.3,3.2
Indlcate flare spread rating(s).

This STANDARD s not met as avidenced by:
. Based on record review, cbservation and
Interview, the Taciiity falled to enaure the Interior
*finlsh limitations wers of Class Aor Glass 8,
-+ Fallure to provida flzme spread rating
- documentation and ensure the flame realstive
- properties of imterlor wall finishes could inhibit the -
. spread of fire ovar the coninuous surface
forming the interlor portiore of & bullding, Thig
deflciant praclice afected 89 residents, staff and
. Vistlors on the date of the survay. The faeillty is
licenszed for 120 SNF/NF beds and had a gansus
of 53 on tha day of iHe sutvey, :

Findings include:

; Durling review of the facliity records conducted on

- May 9, 2017 from spproximately €:00 AM ta 1:00

. PM, the facliity failed to provide documsntation of
the flame resistive properties of the wall cavering
in the Theatre room and below the hand rall in the

" maln sorrldor. Further physicsl observation
reveaied the wall covering to be "carpat like",
Whan asked, the Malntenance Director stated the

" wall overing had been in place since he taok his
position with the fasllity and he was not aware of

FORMAPPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) FULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFIGATION MUMBER. A BUILDING 04 - ENTIRE BULDING COMPLETED
135094 8. wivg 0510720417
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, QITY, $TATE, ZIP CODE
2105 12TH AVENLE ROAD
WELLSFRING HEALTH BiLITATION QF C
& REHA F CASCADIA | NAMPA, ID 83606
o . SUMMARY STATEMENT OF DEFICIENCIER [ PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUST B8 PRECEDED BY FuLL PREF (X (EACH CORRECTIVE AGTION SHQULD BE LOMALETION
TAG REGULATORY OR LS5 IDENTIFYING INFORMATION) TAG CROSS-REFERENLED YO THE APPROFRIATE DATE
DEFICIENCY)
K 831 NFPA 101 Interior Well and Celiing Finleh K33

K331- Interior Wall Finish

Maintenance Directar will spray curtains
in Theater room, carpet-like wall
treatments in main hall, with certified
Flame retardant June 1, 2017, .

Maintenance Director will audit facllity to
identlty other textiles on walls and
cellings requiring treatment and treat
gach case Individually.

Maintenance Director will document
completion of Treatments, and routinely
audlt facility for like materials, Per
manufacturar guidelines, Maintenance -
Director will repeat treatments annually,
or after deen cleaning of sald materials.

June. L

FORM OMS-2567(02-88) Praviour Veraens Qbaslsle Eynrit 1D NGOA

Feaiity iD MD3G01260 i goritinuation shast Paye §of 13
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STATEMENT OF DEFICIENCIES (%1} PROVIOER/SUPPLIER/CLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER.

135084

{X2) MULTIPLE CONBTRUCTION
A BUILDING 01 - ENTIRE BUILDING

B WING

(X3) DATE SURVEY
COMPLETED
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NAME OF FROVIDER OR SURFLIER
WELLSPRING HEALTH & REHABILITATION GF CASCADIA

LTREET ADDRESS, CITY. STATE, ZIP SODE
05 12TH AVENUE ROAD
NAMPA, ID 83885

{%d) ID SUMMARY S8TATEMENT OF DEFICIENOIES
FREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL
TAG -+ REGULATORY OR LGGC IDENTIFYING INFORMATION)

PROVIDER'S FLAN QF CORRECTION

L") ' 1X5)
PREFIX (EAGH CORRECTIVE ACTION SROULD BE . c&MPLE’TIOR
TAG GROGS-REFERENCED TQ THE AFFROPRIATE RATE

DEFICIENCY}

K331 Coniinued From page 5
its origin or flarmmakility rating.

Actual NFRA standard:

NEFA 101
18.8.3 Intarior Finish,

0 19.3.3.1 General. Interlor finiah shall ba In
accordange with Section 10.2,

10.2.4,1" Texdila Well and Taxtile Gailing

cellings shalt comply with ohe of the followlng
conditions:
(1) Textile materials maeting the requirements of

" Class Awhen tested In accordance with ASTM E
B4, Standard Test Mathod for Sutface Burning
Characteristios of Bullding Materials,
or ANSIAUL 723, Standard for Test for Surface

. Burning Characteristics of Bullding Matsrials,

. uging the spagimen preparation and mounting

- methad of ASTM E 2404, Standard Practice for

- 8pecimen Freparation and Mounting of Textlle,
Paper or Vinyl Wall or Caillng Coverings to
Assass Surface Burhing Charactaristics (ses

| 10.2.3.4), shall be parmitted on the walls ar
callings of rooms or areas protected by an
approved autematic sprinkler system,

84 or ANSIHUL 728, uslng the speciman
. preparation and mounting methog of
ASTM E 2404 (see 10.2.3.4), shall be permiited

- the floomto<ailing height or do not exweed & ft

_ (2440mm)in helght, whichever
- s lass,

. B4 or ANSIMUL 723, using the spegimen

Materiale. The use of texiile meterisls on wells or .

{2) Tewille materlals resting the requirsments of -
Class A whan tested in accordance with ASTME

on paritions that do not exceed thres-quarters of

" (3) Texiite materials meeting the raquirements of
' Claes A when tested in accordance with ASTME -

K 331

FORM GME-2907{02-8¢) Pravious Varsions Obisolsty Event iD: NaDS21

Faelry 10, MD500126D If continust!
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TAG REGULATORY OR LBG IDENTIFYING INFORMATION) s CROSS-REFERENGED TO THE APPROPRIATE DATR
DEFICIENGY)
K 331 Continued From page & K331
preparation and mounting method of
ASTM E 2404 {sgs 10.2.3.4), shall ba pennfited
10 extand not more than 48 In. (1220 mm) above -
the finished floor on geiling-helght walls and
- celling-helght partitions.
(4) Praviously approved exdsting installations of
. textlle materlal meeting the requiraiments of Class
Awhen testad in acoordance with ASTM B 84 or
ANSI/UUL 723 (sea 10.2.3.4) shall be permittad to
- ba canttnued to be usad.
(6} Textils materlals shall be permitlad on walls
and partitions where tested in accordance with
" NFPA 266, Standard Methods of Fire Tesls for
‘Evaluating Room Fire Grawih Contribution
_of Taxtlle or Expanded Vinyl Wall Coverings on .
" Full Halght Penels and Walls. (See 10.2.3.7) ,
(6) Textils materials shall be permitted on walls, -
» partitions, and eellings where igsted In
acgordance with NFPA 286, Btandard Methoda of
Fire Teats for Evaluating Contribullon of
Wall and Celling nterlar Finlsh to Reom Firg '
Growih, (Sse 10.2.3.7.) .
K363 NFPA101 Sprinkler System - Malntonance and . Kasa  K353-Sprinkler System
sseF Testhg Sprinkler Heads in the Kitchen and Laundry will
Sprinkler Syster - Maintenance and Testing be replaced by certified contracted sprinkler
" Autornatie sprinkler and standplps systems are speclalists June 2, 2017,
inspected, testad, and maintalned In accordance
with NFPA 28, S[tandﬁrd fOf‘&}etlensgwﬂg”ﬁ The Dry Barrel sprinkler will be tested onJune
Testing, and Malntatning of Water-bazed Fire :
' Protection Systems. Records of systern deslgn, 2 and serviced to be In compliance,
maintenance, inspaction and testing are . .
malntainad in & sesure koeation and readlly Facility sprlnkle.rs will all be checked by
availahie. Maintenance Director 1o ensure heads have
a) Date sprinkler gystem last chacked nelther corroslon nor paint on them. This will
b) Who provided system tast he refethiA mo::l::: and reported at the
\ t
Quarterly QA m g ] jww_ﬁ- 1
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STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPFLIER/CLIA {("2) MULYIPLE CONSTRUCTION

(43) DAYE BURVEY
COMPLETED
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NAME OF PROVIDER OR BUPPLIER
WELLSPRING HEALTH & REHABILITATION OF CASCADIA

STREET ADDRESS, QiTY, STATE, 2P cODE
#1708 12TH AVENUE ROAD
NAMPA. lD 83684

(Xdlr o ‘ SUMMARY STATEMENT OF DEFICIENGIES . 10
PREFIX (EAGH DEFICIEMGY MUST BE PRECEDED BY FULL PREFIX
TAG REGLLATORY DR LEC IDENTIFYING INFORMATION) TAQ

PROVIDER'S PLAN OF CORRECTION

X8
(EACH CORRECTIVE ACTION SHOLLD Bk mmgr_i)‘non
CROBE-REFERENGED TO THE APPRORRIATE DATE

DEFICIEMNCY)

t) Watsr system supply source

+ Provide In REMARKS Information on goverage for

- any hon-required or partial automatls sprinkler

. Byatem,

-8.7.5,8.7.7,9.7.9, and NEPA 25

" This STANDARD I3 not mat as evidenced by:

Basad an record raview, obsetvation and

Interview, the facliity falled to ensure flre
suppresslon gystem pendants were malntained
free of obstructions such as peint or correslan.
Fallure to malntaln fire sprinkler pendants can
have a defimertal effect on the performancs of

. eprinklers by affecting water distribution pattarns,

- insulating thermal elements, delaying operation,
or ttherwisa randering the sprinkler inoperabl

- of ineffactual, This deficient practics affactsd 59
residents, staff end visitors on the date of the

" gurvey. The facillty s licensed for 120 SNFNF
beds and had & census of 5% on the day of the

" survey.

‘ Findings include:

1.) During record review on May 8, 2017, from

" approximately 9:00 AM to 1:00 PM, an annual fira

. sprirkler Inspaction document datad June &,

- 2018 identified the following defisiencies:

. &) Obaiructad sprinkler haads dus to paint or
orraston In the kiichen and laundry.

b.) Tha dry barrel sprinkier heads needed to

be tested or replaced.

» No docurnentation that the deflcencles had been

- gorredtad could ba produced.

- 2.) Further observation during the facllity tour on
May 8, 2017, from approximately 1,00 PM fo 4:30
PM revealed the following:

a.) Elght (8) painted sprinkler hasds In the

K 353 Continued From page 7 . K383

FQRM CME2E87(02-289) Previaus Veralons Obsolala fvent (D MA0B21
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Kitchah,

) One (1) corroded sprinkler head In the
walk in refrigerator,

o} One (1) corroded sprinkler head in the
Laundty,

d.) Ona (1) painted sprinkler head in the 400
Hallway Shower Room. .

e.) One (1) painted sprinklar head in the 500

. Hallway Soilad Linen Room.

Interview of the Malntenance Director revealed ha
wes not aware of the deficlenclas pricr to the date
of the survay.

Actual NFPA standard:

NFPA 28

5.2.1 Sprinklers.

5.2.1.1% Sprinklers shall be inspected from the

' flaor level annuslly,

5.2.1.1.1* Sprinlders shall not show signs of

lmakage; shall be frea of corroslon, forelgn

materials, paint, and physical demage, and shall
he Installed In the corract orientation (2.9,
upright, pendent, or sidewall}.

§.2.1.1.2 Any sprinkier that shows signs of any of
the following shall be replaced;

- (1) Leakage

(2} Corrosgion

. (3) Physlcal damaga

(4} Loss of fluid in the glass bulb hest responsive
elament

. (B)*L.oading

(8) Painting unless palnted by the sprinkier
manufacturar ‘

FORM APPROVED
CENTERE EOR MEDICARE & MERICAID SERVICES QMB NO. 1938-0391
STATEMENT OF DEFIGIENCIES (X1) PROWD}ERISUPPLIERICLIA {%2) MULTIFLE CONSTRUGTION {#3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER A BUILDING 01 - ENTIRE BUILDING COMPLETED
138094 8. WinG 05140/2047
NAME OF PROVIDER OR SUPALIER STREET ADDRESS, CITY, §TATE, ZIP ¢DDR '
2106 12TH AVENUE RQAD
4 LT M QF CADI
WELLSPRING HEALTH & REHABILITATION QF CABCADIA NAMPA, D BoG26
(D BUMMARY STATEMENT OF DEFIGIENCIES ' ) PROVIDERS PLAN OF CORRESTION (rey
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE - COMPLETION
TAG REGULATORY QR L&G IDENTIFYING INFORMATION) X TAG CROBE-REFERENGED TQ THE AFFROPRIATE DATE
NEFICIENGY)
K353 Continusd From pags & K353
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIR SERVICES OMB NO, 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE COMSTRUCTION {X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFIGATION NUMBER. A BUILDING 01 » ENTIRE BUILDING COMPLETED
135094 B WING 08M0I2017
NARME OF PROVIDER OR BURPLIER STREET ADDRESS, GITY, STATE, ZiR QODE
2108 127H AVENUE ROAD
WELLSPRING HEALTH & REHABILITATION OF CABCADIA NAMPA, 1D 83636
{44 1D SUMIMARY STATEMENT QF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION : (48)-
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREF{X (EACK CORRECTIVE AGTION SHQULD BE ¢ COMPLETION
TAG REGULATORY OR LA IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K751 NFPA 101 Draperies, Curtsins, and Loossly K761

ssag  Manging Fabr

Deaparies, Curalna, and Loosely Manging Fabrlcs
Draperies, curtaing Including cublcle curtaines and

. lnosely hanging fabrit or films shall be in
accordance with 10.3.1. Excluding curtalns and
draparias; at showers and baths; on windowa In

" patient sleaping room located In sprinklered
cornpartmeants; and In nop-patient sieeping rooms

. In sprinklered compariments whers Individual :

" drepery or curtain pangls de not axceed 48 !
square faet or total sraa doss not exceed 20

- pergent of the wall,
18.7.5.1, 18.3.5.11, 18.7.5.1, 18.3.5.11, 10.3.1
This STANDARD is not mét as evidenced by,

. Based on record revisw, cbservation and
Interview, the facility failed to enaurs the flams

. resistive praparties of loosely hanging sunalns.
Fallura to provide Bame spresd ratings and
ansure the flame resistiva properties of loosely

- hanging curtaina could add fo the growth and
spread of fire durlng = fire event, This deficlent
practics affected 34 residents, staff and visitors

" on the date of the survey. The faclilty & leenged
for 120 SNFE/NF bads and had a eensus of 68 on

_Iha day of tha survay,

Findings include:

During raview of the facllity records conducted on
May 9, 2017 from approximately .00 AM ta 1:00 |
" P, no decumentation was provided for the
curtalns hanglng floor to cefling along tha wall in
_{he Theatre Room. Further physical observation
revealed the curtalns to ke fabric yardage, withaut
labeling te indicate flemmability rating.

' Upon further caloulation of the Theatre Room
appeared the curalne exceeded 20 percsnt of thej

K751- Drapes/Curtalns

Malntenance Director sprayed curtainsg in
Theater room, carpet-like wall treatments
in main hall, with certified Flame
retardant June 1, 2017,

Maintenance Director witf audit facliity to
Identity other textiles on walls and
cellings requiring treatment and treat
gach case Individually,

Malntenance Director will document
completion of treatments, and routinely

audit facllity for like materials. Per
manufacturer guidelines, maintenance

Director will repeat treatments annually, Jone t
or after deep cleaning of said materials.

FORM CIAS-2587(02+69) Previgus Varcons Qagalele Evant 10, NGOERY
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STATEMENT OF DEFIGIENCIES {X1) PROVIDER/ISUPPLIER/CLIA
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{X2) MULTIPLE CONBTRUCTION
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NAME OF PROVIDER OR SUFPLIER
WELLSPRING HEALTH & REHABILITATION OF CASCADIA

STREET ADDRESS, CITY, 8TATE, ZIk CODE
2108 12TH AVENUE ROAD
NAMPA, 1D B3B8a

K SUNMARY BTATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEGED BY FULL
TAG ' REGULATORY OR LG RIENTIFYING INFORMATION)

PROVIDER'S PLAN QF CQRREQTION

0 ! ' [R5}
FREFIX {EACH CORREGTIVE ACTION SHOULD BE . COMPLETION
e CROSE-REFERENCED TQO THE APPROPRIATE . DATE

DEFICIENCY)

K781 Contlhued From page 10

' aggregate area of the wall on which they were
fosatad,

. When asked If the facliity had applied any type of .
flame retardant to the curtaing, the

, Maintenance Director atated he was not aware of .
L @ny.

: Actual NFPA standard:

" NFPA 101

'19.7.8.1* Draperiasg, curtaing, and other lpossly
hanging fabrics and fllms serving as furnishings
or dgcarations In hesith care ooctpancies shall
ba in accordance with tha provisions of 10.3.1
(68 18.3.5.11), and the following also shall apply:

. (1) Such curtaing shal] Includs cublcle curtaing,
(2) Such curtains shall not indude curtains at
showars and baths,
(3) Buch drapsriea and curtalns shall not Include

' draperies and curtating at windows in patient
slaaping rooms in smoke compariments
sprinklersd in sccordanca with 18.3.6,
(4) Such draperies and curtains shail not include -
drapsrias and ourtains In other rooma or areas

where tha draperiss and curlaing comply with aii

~of the following:

(8} Indlviduzl drapery ot curtain panel area
does not exceed 48 ft2 (4.5 m2).

(b} Tetal area of drapery and curtaln panels
par room or area does not exoceed 20 pergent of
the aggregate area of the wall on which they ars

- located, '

. {c) 8moke compartment In which draperies or’

- eyrtaing are tncated 1s sprinkierad In accordanca
with 18.3.5

10.3 Contents and Furnishings.
10.3,1* Where required by the applicable

K761

FORM CME-2607(02-80) Frevious Veraiona Chgalels Rvant 1D NGDE2Z1
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FORMAPRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0381
STATEMENT OF DEFIGIENCIES (1) PROVIDER/SUMPLIER/CLIA [42) MULTIPLE GONETRUCTION (X3) DATE SURVEY
AND PLAN DF CORRERTION IDENTIFICATION NUMBER: 4 BUILDING 01 - ENTIRE BUILDING COMPLETED
135994 B WiNG 08/10/2047
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
_ 2908 12TH AVENUB ROAD
WELLSPRJNG HEALTH & REHABILITATION OF CARICADIA NAMPA, 1D 53686
(X4 1D . SUNMARY STATEMENT OF DEFICIENCIES o FROVIDER'S FLAN OF CORREGTION &)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [BACH GORRECTIVE ACTION SHOULD 8 COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROGS-REFERENCED TO THE APPROPRIATE TE
DEFICIENCY)
K'751, Continued From page 11 K 751
' proviglons of this Code, draperies, curtains, and .
" other similar Incsely hanging furnishings and
deeorations shall mest the flame propagation
pecformance criteria contained in NFPA 701,
Stendard Methods of Fire Tests for Flame
: Propagation of Textlles and Films,
K 827 NFPA 104 Gas Equipment - Transfilling Cylinders K927 K 927- Gas Fliling Equipment

88=D
Gas Equipment - Transflling Cylindsrs
. Transfliing of oxygen from one ¢ylinder to another

. is in agcordance with CGA P-2.5, Transflliing of

- High Pregsure Gaseous Oxygen Used for

. Reapiration, Transfilling of any gas from one

+ eylinder to another Is prohibitad in patient cara
rooms, Transfiling to lquid oxygen containers or
to poriable cantalners over 50 pai cormply with

| condltions under 11,6.2,3.1 (NFPA 89),

- Transfiling to liquid oxygen contalnars or to

* portable containets undar B0 psl comply with

: conditions under 11.6.2.3.2 (NFPA 89).
11,8.2.2 (NFFA 89)

: This STANDARD s not met as evidenced by:

. Based on observation and operational testing,

. the faoility falled Yo ensurs Hquid oxygen
transfliing was conducted in accordanae with

" NFPA 89, Fallura to transfllf liquld oxygen with

. rechanical ventilafion could result in creating 2

: sxygan rlch environment, Increasing the potenilal
for combustion, This deflaient practice affected 18

' rgsidents, staff and visitors on the date of the

. survay, The facility ls llcensed for 120 SNF/NF
bads and had @ census of 58 on the day of the

- gurvey.

Findings Includs:

Duiting the facllity tour canducted on May 8, 2017
from approximately 1:00 PM o 4.30 PM,

' Malntenance Director repaired the fan for
* pxygen transfill area on May 12, There
*are no other oxygen filling transfill areas.,

 Oxygen fill area doors will be checked
- juarterly for circulatory function and
" yeported at the facilities Annuat QA

- neeting,

ngn..
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135094 B, WING D5M0I20147

NANE OF PROVIDER OR SUFPLIER BTREET ADDRE&RE, CITY, STATE, ZIP CODE

- 2106 12TH AVENLE ROAD
WELLSPRING HEALTH & REHABILITATION OF CABCADIA NAMPA, ID 83886
{X4) ID SUMMARY STATEMENT OF DEFIGIENCIES n] FROVIDER'S PLAN OF GORREGTION x5
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DEFICIENGY) '
K927 Contlnued From page 12 K 827

. observation and operational testing of the fan for
' the oxygen storageftransfitl area revesled the fan .

was not operational,

Actual NFPA standard;

NEPASS

11,5.2,3 Transfilling Liquld Oxygsn. Transfiliing of -

- lIquldd oxygen shall comply with 11.5.2.3.1 or
11.8.2.3.2, a5 applicahls.

11.5.2.3.1 Transfilling {o liquid axygen base

" reservalr containers or to quid oxygen portable

contelners ovar 344,74 kPa (50 psi) shall include
the following: '

(1) A designated area separated from any portion

of a facility wherein patlants are houged,

. examined, or traated by & fite barrler of 1 hour

fire-resistive construction.
(2) The area s mechanlically ventilated, Is

- sprinklered, and has ceramio or concrate flooring,
- {3) The araa is posted with signs indicating that
- transfilling Is occurring and thet smoking in the

immediate area iz not parmitted.

- (4) The Individus! transfiling the contalnar(s) has

keen properly trained in the transfilling

- proceduras,

8.3.7.6.3.2 Mechanical exhaust shall be at 2 rate
of 1 Lisec of sirflow for each 300 L {| cfm per 8
ftd of fluid) designed to be storad in the space

~and not ieas than 24 L/sec (60 ofm) har mora
then 2385 Lisee (500 ¢fm).

RORM GMS-2587(D2-80) Pravious Versione Obzdfele Evant [ NGOA21
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